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Abstract
Background: The COVID-19 pandemic has shed new light on inequities in healthcare access faced by immigrant
and refugee communities. To address ongoing disparities, there is an urgent need for ecological approaches to better
understand the barriers that hinder and resources that facilitate access to healthcare. This study investigates barriers
to healthcare system access faced by Yazidi refugees in the Midwestern United States.
Methods: Informed by the Interpretative Phenomenological Approach, three focus group meetings with a com‑
munity advisory board were conducted between September 2019 and January 2020. The nine-member focus group
included social workers, healthcare providers, and members of the Yazidi community. Meeting recordings were tran‑
scribed into English, coded for themes, and validated.
Results: We describe themes related to specific barriers to healthcare access; analyze the influence of relational
dynamics in the focus group; explore experiential themes related to healthcare access in the Yazidi community, and
finally interpret our findings through a social-ecological lens.
Conclusion: Community agencies, healthcare organizations, policymakers, and other stakeholders must work
together to develop strategies to reduce systemic barriers to equitable care. Community representation in prioritysetting and decision-making is essential to ensure relevance, acceptability, and utilization of developed strategies.
Keywords: Healthcare disparities, Communication barriers, Refugees, Minority health
Introduction
The Yazidi are a historically persecuted ethnic and religious minority group from northern Iraq [1, 2]. After a
brutal attack on their homeland by the Islamic State
of Iraq and Syria (ISIS) in August 2014, more than half
a million Yazidi survivors fled to refugee camps. Many
families relocated to the U.S., where Lincoln, Nebraska
has become known as the ‘capital’ of Yazidis residing in
the U.S. [3, 4]. Although there are some social benefits to

residing in a sizeable refugee community, significant barriers to successful adaptation to U.S. society persist.
Barriers to healthcare

Refugees often experience significant barriers that can
impede access to healthy food, mental health services,
and healthcare in their host country [5]. Individual and
community experiences shape some barriers to care,
while others are driven by organizational and systemlevel practices and policies.
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Mental health and trauma

Traumatic experiences including war, genocide, terrorism, displacement, living in high conflict areas, and
sexual abuse lead many refugees to experience adverse
mental health effects, such as post-traumatic stress disorder (PTSD). After resettlement, the loss of social support, property, wealth, and occupation status can cause
many refugees to suffer further traumatic effects such as
depression, chronic stress, and severe isolation and loneliness [6–8]. These losses are often acutely experienced
by elderly refugees, who must cope with severely reduced
social networks and community ties [6, 9, 10].
Acculturation

For many refugees, adapting to the new healthcare
environment in the U.S. is a challenge [11]. Differences
between the healthcare systems in a refugee’s country of
origin and their host country are often not intuitive [12].
In addition, cultural beliefs and perceptions can influence refugees’ desire to make use of certain healthcare
resources, such as preventive services, mental health
services, and treatment for conditions such as sexually
transmitted infections and Alzheimer’s disease [13, 14].
Experiences of stigma and discrimination in the host
country can tarnish perceptions of care providers and
lead to a lack of trust that can damage the patient-provider relationship and cause refugees to avoid seeking
health and mental healthcare [12, 15, 16].
Language

Refugees resettle with varying degrees of fluency in the
language of their host country. Communication barriers
between refugees and their healthcare providers pose
one of the most limiting barriers to healthcare access
[11]. While interpreters are frequently called upon to
assist with healthcare delivery and may provide services
in person or over the phone, many refugees dislike interpretation by phone [5]. Additionally, the presence of an
interpreter does not guarantee that language and cultural
barriers will be fully addressed. For example, interpreters
may not speak precisely the same language or dialect as
the patient [11]. Even when language barriers are overcome, refugee patients (notably women) may find it difficult to adequately express their physical symptoms in the
presence of an interpreter [17]. Difficulties imposed by
interpretation and language barriers are so consequential
that it is not uncommon for refugees to utilize healthcare
services only when they are extremely sick [5, 11, 18].
Access barriers

Medicaid eligibility requirements, costly healthcare, and
lack of health insurance coverage lead many refugees to
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not seek healthcare services when it is necessary [11].
Moreover, when refugees can access health insurance
through an employer, the policy often covers only the
employee, leaving their family uninsured [11, 18]. Health
coverage itself does not ensure access to care; many refugees do not have a reliable mode of transportation [5].
Public transportation systems operate on specific schedules and routes, which can be difficult for many refugees
to follow, especially those with limited English proficiency [11, 19]. The high cost of transportation is another
factor that keeps access to care out of reach for many
[20]. Finally, those refugees who surmount the aforementioned barriers may encounter long waiting times
for making an appointment and seeing medical specialists [21–23]. Refugees who are used to more timely care
in their countries of origin commonly seek healthcare in
emergency rooms as they can walk in and be seen without an appointment [5]. This approach results in higher
medical bills and may interfere with the establishment of
a medical home for regular and preventive care.
Given that approximately 20% of Americans are projected to be foreign-born by 2060 [24] and that global
migration is projected to significantly increase in the
coming decades [25], it is imperative that healthcare
systems incorporate organizational strategies and care
delivery practices to meet the needs of rapidly changing
populations.
Purpose

The purpose of this qualitative study is to gain insight into
how Yazidi refugees experience facilitators and barriers
to healthcare access. Specifically, we examine knowledge,
beliefs, and behaviors about health and healthcare utilization; community-level relationships and resources, and
environmental and contextual challenges and supports.

Methods
Qualitative approach and research paradigm

The social-ecological model conceptualizes the ways
in which one’s environment influences health behavior
[26, 27], and can provide insight into how individual,
interpersonal, and sociocultural factors combine to produce health disparities for marginalized refugees [28]. In
addition, the use of qualitative methodologies can help
researchers gain insight into real-world implications of
complex health-related phenomena in vulnerable populations [29–31]. Situated in the interpretivist research
paradigm, this study was informed by the Interpretative Phenomenological Analysis approach (IPA), the aim
of which is to “explore in detail individual personal and
lived experience and to examine how participants are
making sense of their personal and social world” [32].
This approach was selected due to its view of reality as
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both individually and socially constructed, and because
it takes into account the interaction between researcher
and participant in creating knowledge. Focus groups can
be especially useful in the study of health disparities as
the interpersonal dynamics may lead participants to
share more personal insights [33, 34]. Some researchers
express caution regarding the use of focus groups in IPA
due to the potential that a) participants may hesitate to
express themselves freely [35] and b) it may be difficult to
give appropriate consideration to both the experience of
the individual and the experience of the group [35]. However, others have noted that when using focus groups
in IPA research, “certain insights appeared to arise not
in spite of, but because of, the shared experiences and
understandings of the group” [36] and that “it might well
be that the best use of a focus group when being used
with an IPA approach is to use the group dynamic as a
tool to enhance personal accounts” [37]. This paper follows the framework provided by Phillips, Montague, and
Archer [38], which incorporates into the iterative data
review process an analytic strategy to investigate group
effects on the focus group data, followed by a re-evaluation of the data. To that end, this paper begins with
an initial analysis of themes related to specific barriers
to healthcare access; proceeds with an analysis of relational dynamics in the focus group; explores experiential
themes related to healthcare access in the Yazidi community, and finally interprets our findings through a socialecological lens.

medical degree. The researchers’ combined backgrounds
allowed for an overall process that was attuned to the
demands of both cultural appropriateness and research
integrity.

Researcher characteristics and reflexivity

The IPA approach recognizes that the researcher cannot
be completely objective, but rather that their experience
and perspective play an active role in the interpretative process [32, 39, 40]. MK is a white U.S. native with
a doctoral degree in health promotion research and
limited prior knowledge about the Yazidi. FR is a Yazidi
community member with an educational background in
nursing (BSN) who was a graduate student at the time
of the study. FR had previous experience interacting
with the Yezidi community in the context of his work in
the community service clinic at the local public health
department. His goal in his later position as a graduate
researcher was to build on what he observed from that
experience to better understand barriers that affected
healthcare access disparities for the Yezidi community.
FR’s position as a trusted and respected member of the
community facilitated participant recruitment and enabled rich dialogue during the focus groups. During the
focus groups, he protected his role as a researcher by following the discussion guide and refraining from inserting
his own experiences and perspectives into the discussion.
HR is also a member of the Yazidi community with a

Context

This study takes place in the context of the development
of a community health education project. In the Interpretative Phenomenological Approach, a smaller sample size
allows for a deeper and richer understanding of experience [41]. Three meetings with a focus group of nine
members were conducted to facilitate discussion around
perceptions and experiences of Yazidi refugees regarding access to healthcare services and resources. Recruitment was conducted by a researcher who is a member
of the Yazidi community (FR). We employed purposive
sampling to identify and recruit participants with extensive knowledge about Yazidis’ experiences in obtaining
healthcare. Leask, Hawe, and Chapman [42] suggest that
natural groups - in which members may have met before
- may be preferable for focus groups exploring sensitive
topics. Focus group participants in this study were members of a community advisory board established for the
community health education project. We began by contacting community-based organizations and health clinics who serve large refugee populations. They identified
representatives familiar with Yezidi community needs to
participate in the focus groups. We also identified and
recruited unaffiliated Yazidi community members who
were well-connected within the community and familiar
with common experiences and needs. Participants were
approached by text message and email. Of the organizations invited, two were unable to participate. Of the
individuals invited, two were unable to participate due to
time conflicts.
Ethical issues pertaining to human subjects

This study was reviewed and certified exempt by the IRB
of the University of Nebraska-Lincoln.
Data collection methods

Focus group meetings took place in-person. The first
focus group discussion in September 2019 covered barriers and facilitators to healthcare access. In the second
and third meetings in October 2019 and January 2020,
the identified themes were reviewed and further refined.
Discussion guides were sent to participants by email
several days before each meeting. They included eight
questions regarding barriers to healthcare, experiences
with the healthcare system, and recommendations for
education. During the first meeting, participants were
fully apprised of the study’s aims and protocol prior to
providing written informed consent. Each meeting was
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audio-recorded and lasted approximately 2 h. FR and MK
conducted the meetings. FR led the meetings, while MK
took notes and asked follow-up questions. FR’s fluency in
Kurdish Kurmanji, Arabic, and English languages enabled
participation in participants’ language of preference. Participants were offered $25 as compensation for their time.

Table 1 Characteristics of Focus Group Participants and
Research Question

Participant characteristics

Nine focus group members agreed to participate in this
study. Average participant age was 39.44 (± 3.91) years,
and 56 % of participants were male. Education level varied: 55% were college graduates, 22% were high school
graduates, and 22% had less than a high school education. Concerning language proficiency, 55% were native
Kurdish Kurmanji speakers who could speak another language. Additional participant characteristics are outlined
in Table 1.
Data processing

First, the audio recordings of the focus group meetings
were translated into English and transcribed within 1
week after each session, and initial themes were coded
by FR and HR and reviewed by FR, HR, and MK. Second, QSR NVIVO version 12 (QSR International Pty
Ltd., Melbourne, Australia) was used to separately identify emerging themes. The results of the manual and
computed initial thematic analyses were compared.
Connected themes were sorted into clusters [43]. Next,
interactive dynamics within the focus group were examined, clustered, and modeled by FR and MK to inform
further analysis of the data [38], leading to the development of experiential themes. Audio recordings were
stored in a password-protected computer and participants were given number IDs in the transcript and manuscript to protect participant identity.
The research team applied multiple approaches to
enhance the validity of the study. First, data source triangulation was applied for data collection, which included
perspectives from social workers, healthcare providers, interpreters, cultural center members, and Yazidi
refugee community members [44]. Second, two investigators (FR and MK) attended all focus group meetings
to triangulate multiple observations and conclusions
regarding focus group outcomes [45]. Third, the English
translation of participants’ contributions in a language
other than English was validated by a second person (HR)
fluent in their native language and compared to findings from the broader literature [46]. Two researchers
coded the transcripts separately, and three conferred on
their findings and resolved differences through discussion and consensus. Finally, two rounds of synthesized
member-checking focus groups [47, 48] were conducted
to validate themes related to healthcare access barriers.

Participant Characteristics
N

9

Age (years)

39.44 ± 3.91

Gender
Male

5 (56%)

Female

4 (44%)

Education
Less than high school

2 (22%)

High school graduate

2 (22%)

College graduate

5 (55%)

Language
English

7 (78%)

Kurdish Kurmanji

5 (55%)

Arabic

5 (55%)

Number of children
None

4 (44%)

1–2

1 (11%)

3–4

2 (22%)

  
≥5

2 (22%)

Occupation
Refuge agency/culture center staff

2 (22%)

Healthcare provider

2 (22%)

Community member with LEP

2 (22%)

Interpreter

1 (11%)

Social worker

1 (11%)

Social worker/Interpreter

1 (11%)

Agency of participants
Refugee Resettlement Agency

2 (22%)

Federally Qualified Health Center

1 (11%)

Public Health Department

1 (11%)

Refugee Community Cultural Center (RCCC)

2 (22%)

RCCC with program for women

2 (22%)

Refugee community members (unaffiliated)

2 (22%)

Participant recommendations were incorporated into the
final themes.

Results
Barriers to healthcare access

Five superordinate themes on barriers to healthcare
access were initially identified: informational barriers,
resource barriers, social barriers, effects of barriers, and a
need for education (see Fig. 1).
Informational barriers

The superordinate theme, informational barriers,
describes barriers to healthcare access related to the
accuracy and availability of information relevant to

Rashoka et al. International Journal for Equity in Health

(2022) 21:48

Fig. 1 Barriers to healthcare experienced by the Yazidi community
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healthcare access. Participants noted knowledge gaps
for community members, including how to navigate the
healthcare system and where to go for care. One participant noted, “Yazidi community don’t know where to go, I
did that several times, I am an example” [Participant 1].
He recounted that when he took his wife to a hospital to
deliver a baby, he was told he was at the wrong hospital;
it was a facility in the same hospital system but a different
location. Participants described a common experience of
confusion due to receiving unexpected medical bills from
places other than the healthcare facilities they visited.
Lack of clarity around medical billing leads to significant
concerns about how unexpected costs could affect families; the same participant shared, “I got a bill from Kansas
state, another bill from [hospital], and another one from
emergency; I got a hundred bills I don’t know how to figure out, how to pay it.”
For healthcare providers, participants noted significant
knowledge gaps about Yazidis’ cultural background and
language needs. In addition to gaps in knowledge, the
presence of language barriers was a significant theme:
“language barriers prevent the refugees’ community from
accessing healthcare, starting from making an appointment until medication prescription” [Participant 9].
Participants who worked as medical interpreters noted
that often, the interpreters called to assist with Yazidi
patients do not speak the correct Kurdish dialect – Kurmanji – which leads to errors in translation. Participants
agreed that it was important for interpreters to be from
the Yazidi community since they would be familiar with
the patient’s language and culture, which would facilitate
communication and make patients more comfortable.
However, others noted drawbacks to having an interpreter from the same community. A patient’s social proximity to a Kurmanji-speaking interpreter could inhibit
communication and introduce concerns about patient
privacy and confidentiality. They noted this concern
might be especially relevant for medical visits of a sensitive nature, such as reproductive health, mental health, or
a terminal illness.

participant noted, “Majority of refugees and immigrants
live in an isolated neighborhood where public transportation is not reaching, living in poor properties with no
essential services and lacking green [recreational] area”
[Participant 5]. Participants further noted that residing in
under-resourced neighborhoods can be particularly detrimental for those with chronic diseases for whom regular exercise and outside activities are very beneficial. They
described how not having an area to walk or do exercise
has contributed to higher rates of overweight and obesity
in the Yazidi community, increasing the likelihood that
chronic diseases will become even more prevalent.
Regarding time constraints, one participant noted,
“right now, I don’t have enough time to do all tasks that
I need to do to my family and myself ” [Participant 3].
Another added, “our people are out of schedule in their
life. They don’t know how to organize their time... they
miss many appointments because of lacking to scheduling their time.” [Participant 1]. Participants also described
how economic and safety concerns in the workplace
impeded their access to healthcare. Many refugees work
in low-wage jobs that do not offer health insurance and
are not able to afford or obtain private health insurance
coverage. As an example, one participant elaborated on
the impact of insurance availability: “many of Yazidi community don’t have insurance. They are not qualified for
government insurance and at the same time working at
low wages jobs which not offering insurance” [Participant
5]. Without Medicaid coverage, participants shared they
would be unable to afford healthcare services. However,
government-funded health insurance programs require
refugees to have guaranteed income below the federal
poverty level to be eligible, so those who qualify for Medicaid risk losing coverage upon earning more income.
Yet, when refugees lose Medicaid, they are unable to
afford other health insurance due to working in low-wage
jobs. Furthermore, insurance policies require insured refugees with chronic disease to visit their providers every
3-6 months to continue eligibility. Participants noted that
these compounding barriers lead many to avoid seeking
needed healthcare.

Resource barriers

Resource barriers describe how limitations in both tangible and intangible resources impede access to and opportunities for healthcare. Resource barriers were clustered
into themes related to living conditions, time constraints,
and working conditions. Participants pointed out that
Yazidi refugees are relatively new to the United States
and that most women did not drive a car in their country of origin. In Yazidi families, men usually work during
daytime hours while women stay home. This arrangement can be especially difficult for families who live in
areas with limited access to public transportation. One

Social barriers

Social barriers include cultural norms and social experiences that can reduce healthcare access. Participants
noted that gender-related cultural norms influenced
access to and use of healthcare services to a great
degree. They also noted that women commonly prefer
to have gender-concordant interpreters, especially for
sexual and reproductive health concerns. One participant described the reaction of his wife when a female
doctor and interpreter were not provided: “My wife
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refused to be seen and we get back to home without
getting treatment” [Participant 9].
Participants shared that Yazidi refugees, particularly
men, rarely pursue treatment for mental or behavioral
health issues, including stress, depression, and Alzheimer’s disease. There is a high prevalence of negative
mental health outcomes due to exposure to war and
genocide. The 2014 ISIS attack was such a culturally
devastating event that the date is commemorated each
year as a day of mourning for the Yazidi community.
One of the participants said that they expected to constantly suffer from depression, anxiety, and stress due
to the ISIS attack. However, participants stated that
shame and stigma prevent Yazidi refugees from sharing mental health concerns: “Many people don’t want
share or see other people watch them when they go to
the counselor or providers for the mental health clinic”
[Participant 4]. For those who do seek out mental
healthcare, it can be difficult to find culturally appropriate services. Some participants noted that the presence of interpreters can pose barriers to seeking mental
healthcare services.
Several participants stated that social isolation is an
additional barrier, especially for the elderly during the
winter. Many Yazidi grew up in a social environment;
after relocating to the U.S., they may spend long periods isolated at home after losing their social ties. Many
refugees experience social discrimination based on cultural expressions such as wearing traditional clothing
or speaking their native language: “Yazidi older adult
wear Yazidi traditional clothes which cause to them
some kind of discrimination to access the care they
need” [Participant 9]. Such experiences lead many to
prefer to stay home to avoid discriminatory encounters.
Negative experiences with medical interpreters are
an additional social barrier that can detract from the
healthcare experience. One participant described an
acrimonious encounter with an interpreter who was
speaking the Sorani dialect, not the Kurmanji dialect
spoken by Yazidi:
“I told the interpreter, ‘don’t be rude, I don’t understand what you say.’ He said while got mad at me, ‘it’s
like you don’t want to talk with me, and you don’t
want me to be your interpreter.’ I respond, ‘first, you
speak different accent than what I do speak, and second, it’s hard to understand at hospital when there
are on phone interpreter instead of face to face.’ I asked
the hospital staff to replace him and bring one who
speak Kurdish Kurmanji and understand our culture.
Also, if they could bring face to face interpreter that
would be great because it’s very difficult to explain
your exact pain through the phone” [Participant 5].
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Effects of barriers

The superordinate theme, effects of barriers, summarizes
the ways in which informational, resource, and social
barriers impact access to healthcare. In cases in which
the barriers cannot be overcome participants are not able
to access care, which can lead to conditions remaining
untreated and becoming exacerbated. In other instances,
the barriers lead to delayed care, which can result in
more serious sickness or worsening of conditions. Some
barriers lead people to avoid seeking care as much as
possible, which can add to feelings of disconnectedness
and isolation.
A need for education

The superordinate theme, a need for education,
describes how participants looked to the education
of community members and healthcare providers as
a solution to many of the challenges imposed by the
previously mentioned barriers to care. Participants
provided recommendations on topics that would be
beneficial for the Yazidi community, and suggested
possible approaches for providing such education,
including that, “it will be beneficial if there is some kind
of guideline to make sure [refugees] know which kind
of services they would get from a particular place they
went to go” [Participant 9].
All participants agreed about the need for healthcare
providers to be knowledgeable about the culture-specific
challenges faced by the Yazidi community. In particular,
they felt that education and training around Yazidi religious beliefs, cultural norms, and language needs – and
how they differ from those of Muslim patients - would
help providers be better prepared to meet the unique
needs of Yazidi refugees in their care.
Group dynamics

Our analysis of relational dynamics between the focus
group members led to the identification of five consistent forms of interaction that influenced the content and
direction of the discussion. These themes and exemplary
quotes are shown in Fig. 2.
Respect and deference

Interactions between focus group members were
characterized by respect and deference. When sharing their own ideas or adding to a topic, participants
politely interjected, sometimes even to the point of
self-effacement. Overall, the group dynamic and interactional relationships in the initial and validation focus
group meetings reflected that participants held each
other in high regard.
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Fig. 2 Focus group interaction analysis

Agreement and support

In many instances, participants expressed agreement
with each other and support for each other’s ideas and
experiences. These interactions seemed to foster an environment that led participants to feel comfortable contributing their perspectives.
Pushing back

Disagreement is common in any group of people who
have varying experiences. Perhaps due to the presence
of a supportive environment, participants in this study
seemed to speak up when such disagreements came up.
The expression of dissenting opinions allowed for a more
nuanced analysis of the discussion; the presence of multiple points of view more fully informed our interpretation
of the data.
Sharing personal experiences

Participants showed trust in each other by sharing personal experiences, including emotional issues and personal challenges when navigating the healthcare system.
The sharing of personal stories throughout the discussion
indicated that participants saw themselves as exemplars
of their community’s experiences related to healthcare
access.
Informing and connecting

Participants were included in this focus group due to
their familiarity with the Yazidi community and its
healthcare-related needs. The different professional and

experiential backgrounds of the participants produced a
robust discussion in which participants uncovered new
and helpful resources and ideas from each other.
Experiential themes

After re-evaluating the focus group transcript in light of
the analysis of group dynamics, more experiential themes
emerged from the data. These are outlined in Table 2
along with exemplary quotes.
Language

When asked directly about barriers to healthcare, language was consistently the foremost response. As one
participant put it, “language, language, and language
– the big problem that we all face!” [Participant 1]. The
theme, primacy of language, stands on its own, conveying
how the availability of culturally and linguistically appropriate services (or lack thereof ) has a significant impact
on the lives and livelihoods of Yazidi refugees, and very
notably so in the context of obtaining healthcare.
Contrast and tension

The superordinate theme, contrast and tension, focuses
on the feeling of being between two worlds; in one
sense, participants described feeling caught somewhere
between a ‘before’ life in Iraq and an ‘after’ life in the U.S.
They described how people often applied knowledge and
assumptions from their ‘before’ life to their ‘after’ life, and
how the disconnectedness of core elements of their identities from their new lived realities could lead to stress
in daily life and miscommunications in healthcare. For
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Table 2 Experiential themes and exemplary quotes
Primacy of language
“The first [barrier] might be language.” [P1]
“Yes, language, language, and language – the big problem that we all face.” [P1]
“One of the biggest issues is the language barriers between providers and clients.” [P4]
Contrast and tension
Before and after

“Everything is different.” [P3]
“Might be the reason because we come from different country, different culture so we don’t know a lot about the
process here in the U.S.” [P1]
“I think they need to know about the Yezidi culture and history because our medical history is reflecting our his‑
tory in Iraq.” [P1]

Caught in-between

“We are here and we still asking, and we don’t know, so what about people?” [P1]
“I spend 3 years with military, I know some cultural stuff with American people but we still surprising me all this
detail here. So, imagine people never seen anything like that.” [P3]

Negative perceptions / experi‑
ences impede care

“The process took between 12 and 13 h until I got treatment at emergency room. So, this point makes people hate
getting insurance or even getting to doctors and seeking health care.” [P1]

Precariousness
Uncertainty / Not knowing

“They don’t know a lot of information about health insurance. They don’t know how to apply. And even if they
know how to apply, they don’t know how much they will pay, how much it will cost them. This is something our
community afraid from it. They are confused about it.” [P1]
“For example, I am working at [major retailer], and if I got late one minute, they will put one point on my record.
My wife doesn’t have driver license and I have three kids. How we will go to appointment if we have one?” [P5]

Overwhelm

“Right now, I don’t have enough time to do all tasks that I need to do to my family and myself.” [P3]
“Maybe you can’t see stress on my face, but probably I have stress inside due to the war which affected all my life.
That happens to many Yazidi when they survived from genocide on the 2014.” [P1]

Financial instability

“We are new in this country and many of us have kids and some have chronic disease like me. So, when I got work
just 8 h more than 20. Next day, I see they send me email saying your Medicaid stopped. You can’t work and try to
depend on yourself.” [P5]
“Many people don’t work more than limited time because they are afraid of losing Medicaid benefits for parents.” [P1]

Adaptation and transition
Importance of education

“The system over all is good but we need transition. People need to know how to use that and they need educa‑
tion.” [P3]
“Client should be educated in the same times, providers should know a little bit about the client culture, services
he need.” [P1]

Importance of social connection “Yezidi community is like a net, is all connected together.” [P3]
“I know two elder people got back to Iraq because of social isolation; the community in Lincoln is so closed and
we grow up in a social environment.” [P9]
Importance of trust

“I don’t trust private insurance.” [P9]
“People don’t trust nurse due to the bad experiences with nurse work at our previous country.” [P9]
“Health care provider need education about those barriers and how they can build a trust relationship with the
client to get the health services they need.” [P4]

Doing the best you can

“We need to adapt with the situation. We need to arrange our time; if you don’t go to gym you can run; if you
don’t want to run, you can do some exercise at your home. But you need to arrange your time, and because of
transition and because of a lot of new things in our life.” [P3]

the participants in our focus groups - especially those
who worked in human and social service organizations
and were themselves Yazidi – the focus group discussion itself seemed to reveal a sense of disillusionment at
the realization of a tension between a self-perception of
being a topical expert and cultural liaison, and a reality
of still feeling constrained by many of the forces that hold
less-acculturated community members back. Finally, participants described a clear tension between what people
expected from the healthcare system and what they experienced – and that this tension led to negative perceptions and emotions around seeking care. This disconnect

between expectations and reality was often rooted in
assumptions grounded in the ‘before and after’ theme.
Precariousness

The superordinate theme, precariousness, centers on the
sense of existing at a tipping point, and the feeling that
not being able to maintain a delicate balance may lead
to disaster. Participants’ descriptions of decisions and
situations encountered in daily life revealed lives lived at
the mercy of policies and systems of which community
members typically have little knowledge, and over which
they have no control. Underlying these descriptions
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seemed to be a persistent uncertainty driven by both a
lack of the knowledge needed for success and a lack of
any control over outcomes. Participants’ descriptions
of their own and others’ experiences conveyed how the
cumulative and persistent stresses of daily life contributed to an ongoing overwhelm. Many Yazidi refugee families rely on Medicaid for health benefits, but to remain
eligible must limit the number of hours they work each
week. The potential loss of health coverage for incremental increases in income led to a sense of hopelessness
that they were unable to care and provide for their families as they wanted. One participant recounted that he
had requested his wife not take him to the hospital if he
becomes sick because he preferred to die at home so that
his family did not receive a large medical bill: “it’s better
dying at home than getting sixteen bills from different
places” [Participant 1].

Discussion
A recurring theme throughout the focus groups was
informational barriers. Participants desired knowledge about many topics, including cultural norms in
the United States, available community resources, how
to access and navigate healthcare, what to expect when
accessing care, and how and when to obtain over-thecounter medications. These findings are consistent with
those of previous studies [5, 12, 21, 23, 49, 50]. Knowledge gaps in these areas had detrimental results: reliance
on emergency rooms rather than the establishment of
medical homes; mistrust of the healthcare system; and
delaying healthcare or avoiding it altogether.
This study finds language and dialect barriers to be
another central theme. This finding is consistent with
previous studies which have found language to be a crucial barrier before, during, and after engagement with the
healthcare system [10, 11]. Professional medical interpreters play an essential role in health communication
and can improve patient experience and recovery [51–
55]. Focus group members described significant benefits
to having a medical interpreter from the same community but noted that privacy and cultural sensitivity concerns can diminish those benefits. This study supports
findings that show gender-concordant interpreters may
better facilitate communication for refugee women with
limited English proficiency [6, 17].
The need for dialect concordance was a unique finding
of this study. Extant research on the influence of regional
dialect differences within language groups for access to
and use of healthcare services is lacking [51–53].
Focus group members noted that most Yazidi refugees
grew up in a very social environment and that feeling culturally isolated from the broader community can be very
detrimental, especially for older adults. Consistent with
other studies, participants reported that members of the
Yazidi community often face a choice between low-wage
employment or health insurance for their family through
Medicaid [9, 56]. This arrangement effectively fences
people into poverty due to fear of losing health insurance
or compels them to pay for insurance plans that negate
the financial gains of full employment at low wages. One
neighborhood in which many Yazidi refugees reside is
not well connected to public transportation (consistent
with [5, 11]), and many Yazidi adults do not drive cars.

Adaptation and transition

The final superordinate theme of adaptation and transition shows the value participants placed in overcoming
obstacles to thrive in their new environment. As in our
initial analysis, education was an important theme related
to participants’ experiences within the healthcare system
and the wider world. A combination of education for
community members and healthcare professionals would
reduce stress, increase access, and lead to improved
health outcomes. Also important for successful adaptation is a sense of social connection. Several participants
described a sense of social connection and togetherness
within the Yazidi community. One participant described
how two elderly people returned to Iraq due to social isolation, suggesting that the sense of connectedness was
influenced by ties to the broader community as well. A
theme related to the importance of social connection is
the importance of trust, especially as it applies to level of
trust in healthcare systems and providers. Negative experiences that build distrust – both past and present - influence the likelihood that people will seek out the services
they need. Participants noted that actively building trust
is one step providers can take to support Yazidi refugees
still transitioning to their new environment. In light of
the number and the weight of the obstacles shared and
discussed in this group, ‘doing the best you can’ emerged
as a mindset that seems to serve the community as they
transition to a new environment and a new life. As one
participant noted, “if you don’t go to gym you can run;
if you don’t want to run, you can do some exercise at
your home.” This idea of making progress with available
resources may support the process of cultural transition
as it emphasizes the importance of personal agency even
(and perhaps especially) in the context of precarity.

Social‑ecological interpretation and implications

Multilevel, interprofessional, culturally situated, and
community-engaged approaches will be required to enable equity in healthcare access, opportunity, and experience for Yazidi refugees [57]. Based on the findings of
this study, we outline a few potential strategies for educators, administrators, and policymakers (see Fig. 3).
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Fig. 3 Yazidi focus group key findings and recommendations

Create tailored cultural and health‑related educational
interventions

A recurring theme throughout the focus groups was a
need for more accessible, understandable, and actionable
information about many topics including cultural norms
in the United States, available community resources, how
to access and navigate healthcare and insurance systems,
what to expect when accessing care, and how and when
to obtain over-the-counter medications. One approach to
developing tailored educational interventions is to establish a community cultural advisory board to inform and
review materials for cultural and linguistic appropriateness [58, 59]. Advisory boards play a critical role in the
identification of community challenges and educational
priorities.
Develop culture‑specific educational programs

This study suggests a need for culture-specific training for
care providers. Participants noted that Yazidi language,
cultural customs, dietary habits, religious beliefs, and
other areas that influence health behavior and healthcare
needs are often overlooked. In the case of the Yazidi community, many suffer from post-traumatic stress disorder
(PTSD), depression, and anxiety as a result of the 2014
ISIS attack in Sinjar, Iraq [60]. This study supports recommendations for cultural sensitivity training for healthcare providers who work with refugees [61], as providers

who are not culturally knowledgeable may be unable to
provide proper care [62].
Ensure that interpreters align with the linguistic and cultural
needs of patients

The need for dialect concordance was a unique finding of this study. Participants noted that most medical
interpreters called upon to assist Yazidi patients spoke
the Sorani dialect, whereas the majority of Yazidi speak
the Kurmanji dialect. Differences in pronunciation and
terminology lead to frustration, anxiety, miscommunication, and inaccurate diagnoses; such complications have
become especially consequential during the COVID-19
pandemic [63]. This finding highlights a need for healthcare providers and interpreters to be cognizant of and
able to address the language and dialect needs of their
patients.
Provide low‑stakes opportunities to become familiar with key
community resources

In addition to a need for information, there is also a need
to build connections and trust. One approach to address
this need is a cross-sector collaboration by community
agencies and other partners to develop informal opportunities for community members to connect and become
familiar with the key people, programs, and resources
available in the community so that disadvantaged and
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marginalized community members know how to access
the right resources at the right time.

were taken to triangulate the data by including multiple and diverse relevant perspectives from local content
experts. We took steps to increase the trustworthiness of
our findings by undergoing an iterative process of data
gathering, researcher review and summarization, participant review, revision, and finalization. Another limitation is a lack of generalizability due to the limited sample
size and the exclusive focus on one group of refugees.
Although the sample size is small, participants in this
study were selected due to their personal experience and
extensive familiarity with the Yazidi community, specifically in the context of accessing healthcare.

Facilitate opportunities for connection between cultural
groups in the community

Participants noted that most Yazidi refugees grew up in
a very social environment and that feeling culturally isolated from the broader community can be very detrimental, especially for older adults. Weather is a contributing
factor to the sense of isolation, as many Yazidis are not
used to cold weather and prefer to stay at home during
the winter. Participants also reported that experiences of
discrimination in the healthcare setting and the broader
community are not uncommon. Facilitated opportunities for connection between the Yazidi community and
other groups may boost feelings of mutual identification
and belonging. Increased access to practical knowledge
and cultural insights may improve community members’
confidence to interact with the healthcare system and
improve healthcare experiences.
Evaluate how current practices hinder access and develop
revised policies

In addition to developing educational approaches and
creating opportunities for connection, administrators
and policymakers must prioritize policy improvement
to address the hurdles over which community members have no control. Systematic reviews have found
community health worker interventions to be effective in improving health behavior and outcomes and
cost-effective to integrate into healthcare delivery for
disadvantaged and marginalized groups [64–67]. The
institutionalization of policies to train and support bilingual, gender-concordant community health workers may
help address gaps in interpreter availability and the need
for culturally appropriate care. However, trained community health workers may encounter challenges related
to privacy and confidentiality when working with clients
from their community.
The broad demographic categories typically used in
population-level data collection obstruct the characteristics, experiences, and needs of Yazidi and other
minority cultural groups who must select the “white”
racial category. This study adds to the weight of calls
for a critical reconsideration of racial categorization
frameworks widely used for demographic reporting in
health research [68].
Study limitations

This study has several limitations. First, personal bias
may be introduced when one is familiar with the population, as was the case with one researcher who is part of
the Yazidi community. To mitigate potential bias, steps

Conclusion
This study finds that informational, resource, and social
barriers impede access to healthcare for Yazidi refugees. These barriers contribute to experiences of tension
and precarity, and also to a drive toward amelioration.
Although this study centers on the experience of Yazidi
refugees, the recommendations address barriers common to many refugee and immigrant groups. Community agencies, healthcare organizations, policymakers,
and other stakeholders must work together to develop
strategies to reduce systemic barriers to equitable care.
Community representation in priority-setting and decision-making is essential to ensure relevance, acceptability, and utilization of developed strategies.
Acknowledgments
We gratefully thank the members of our Community Advisory Board who
contributed their valuable time and expertise to this study.
Authors’ contributions
FR contributed to conceptualization, methodology, validation, investigation,
analysis, writing of the study, administration, and funding acquisition. MK
supervised the study and contributed to conceptualization, methodology,
investigation, writing and editing, visualization, and funding acquisition. JKC
contributed to conceptualization, methodology, review and editing, and
funding acquisition. MG and WC contributed to methodology and review
and editing. HR contributed to data validation and review of the study. The
author(s) read and approved the final manuscript.
Funding
This study was supported by funding from the Community Health Endow‑
ment of Lincoln. The funding source had no involvement in conducting this
study.
Availability of data and materials
Data that support the findings of this study are available on reasonable
request from the corresponding author [MK]. The data are not publicly avail‑
able due to them containing information that could compromise research
participant privacy/consent.

Declarations
Ethics approval and consent to participate
The University of Nebraska-Lincoln IRB certified this study as exempt
(Approval # 20201020152EX). Participants consented to the statement, “You
are voluntarily making a decision whether or not to be in this research study.
By participating in the activities described above, it means that (1) you have
read and understood this consent form, (2) you have had the consent form

Rashoka et al. International Journal for Equity in Health

(2022) 21:48

Page 13 of 14

explained to you, (3) you have had your questions answered and (4) you have
decided to be in this research study.”

2007;7(1):75. Available from: https://www.ncbi.nlm.nih.gov/pubmed/
17537258.
Woodgate RL, Busolo DS, Crockett M, Dean RA, Amaladas MR, Plourde
PJ. A qualitative study on African immigrant and refugee families’ experi‑
ences of accessing primary health care services in Manitoba, Canada: It’s
not easy. Int J Equity Health. 2017;16(1):5 Available from: https://www.
ncbi.nlm.nih.gov/pubmed/28068998.
Omeri A, Lennings C, Raymond L. Beyond asylum: implications for nurs‑
ing and health care delivery for afghan refugees in Australia. J Transcult
Nurs. 2006;17(1):30–9. Available from: https://journals.sagepub.com/doi/
full/10.1177/1043659605281973.
Szajna A, Ward J. Access to health care by refugees: A dimensional
analysis. Nurs Forum. 2015;50(2):83–9. Available from: https://onlinelibr
ary.wiley.com/doi/abs/10.1111/nuf.12051.
Pavlish CL, Noor S, Brandt J. Somali immigrant women and the American
health care system: Discordant beliefs, divergent expectations, and silent
worries. Soc Sci Med. 2010;71(2):353–61. Available from: https://www.
sciencedirect.com/science/article/pii/S0277953610003199.
Sangaramoorthy T, Guevara E. Immigrant health in rural Maryland: A
qualitative study of major barriers to health care access. J Immigr Minor
Health. 2017;19(4):939–46 Available from: https://www.ncbi.nlm.nih.gov/
pubmed/27067310.
Allotey P. Travelling with "excess baggage": Health problems of refugee
women in western Australia. Women Health. 1999;28(1):63–81. Available
from: http://www.tandfonline.com/doi/abs/10.1300/J013v28n01_05.
Luque JS, Soulen G, Davila CB, Cartmell K. Access to health care for
uninsured Latina immigrants in South Carolina. BMC Health Serv Res.
2018;18(1):310–2 Available from: https://www.ncbi.nlm.nih.gov/pubmed/
29716586.
Harrington DW, Wilson K, Rosenberg M, Bell S. Access granted! Barriers
endure: Determinants of difficulties accessing specialist care when
required in Ontario, Canada. BMC Health Serv Res. 2013;13(1):146. Avail‑
able from: https://www.ncbi.nlm.nih.gov/pubmed/23607393.
McMurray J, Breward K, Breward M, Alder R. Integrated primary care
improves access to healthcare for newly arrived refugees in Canada. J
Immigr Minor Health. 2014;16(4):576–85 Available from: https://www.
ncbi.nlm.nih.gov/pubmed/24293090.
Sheikh-Mohammed M, MacIntyre CR, Wood NJ, Leask J, Isaacs D. Barriers
to access to health care for newly resettled sub-Saharan refugees in
Australia. Med J Aust. 2006;185(11–12):594–7 Available from: https://onlin
elibrary.wiley.com/doi/abs/10.5694/j.1326-5377.2006.tb00721.x.
Colby, SL, Ortman, JM. Projections of the size and composition of the U.S.
population: 2014 to 2060. US Census Bureau, 2015 https://www.census.
gov/content/dam/Census/librar y/publications/.
Cattaneo C, Beine M, Fröhlich CJ, Kniveton D, Martinez-Zarzoso I, Mastro‑
rillo M, et al. Human migration in the era of climate change. Rev Environ
Econ Policy. 2019;13(2):189–206.
Bronfenbrenner U. Ecological systems theory. In R. Vasta (Ed.), Six theories
of child development: Revised formulations and current issues. London:
Jessica Kingsley Publishers; 1992. p. 187–249.
Bronfenbrenner U. Toward an experimental ecology of human develop‑
ment. Am Psychol. 1977;61(2):173–4 Available from: https://www.ncbi.
nlm.nih.gov/pubmed/16478360.
Glanz K, Rimer B, Viswanath., K. Health behavior and health education:
Theory, research, and practice. 4th ed. San Francisco: Jossey-Bass; 2008.
Ross Perfetti A, Abboud S, Behme M, Barg FK. Understanding wellness
and barriers to care among Iraqi refugee women in the United States.
Health Soc Care Community. 2019;27(6):1430–7.
Sullivan-Bolyai S, Bova C, Harper D. Developing and refining interventions
in persons with health disparities: The use of qualitative description. Nurs
Outlook. 2005;53(3):127–33.
Jeffries N, Zaslavsky AM, Diez Roux AV, Creswell JW, Palmer RC, Gregorich
SE, et al. Methodological approaches to understanding causes of health
disparities. Am J Public Health. 2019;109(S1):S28–33.
Smith JA, Eatough V. Interpretative phenomenological analysis. In: Lyons
E, Coyle A, editors. Analyzing qualitative data in psychology. London:
Sage; 2007. p. 35–50.
Guest G, Namey E, Taylor J, Eley N, McKenna K. Comparing focus groups
and individual interviews: Findings from a randomized study. Int J Soc
Res Methodol. 2017;20(6):693–708.

Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Department of Nutrition and Health Sciences, University of Nebraska-Lincoln,
1700 N 35th Street, Leverton Hall, Lincoln, NE 68503, USA. 2 Department
of Social Work, California Baptist University, Riverside, CA, USA. 3 Department
of Sociology, Syracuse University, Syracuse, NY, USA. 4 Independent Expert
Consultant, Lincoln, NE, USA.

14.

15.

16.
17.

Received: 21 September 2021 Accepted: 28 March 2022
18.

References
1. Kizilhan JI. The Yazidi—Religion, culture and trauma. Adv Anthropol.
2017;7(4):333–9. https://doi.org/10.4236/aa.2017.74019 [cited 17 Feb
2021].
2. Arakelova V. Ethno-religious communities: To the problem of identity
markers. Iran Caucasus. 2010;14(1):1–17. Available from: http://www.jstor.
org/stable/25703828.
3. Dunker C. Yazidi refugee now living in Lincoln recounts terrifying story
of her enslavement. Available from: https://journalstar.com/news/local/
yazidi-refugee-now-living-in-lincoln-recounts-terrifying-story-of-her-
enslavement/article_c635f4c1-b7a3-5598-b969-4f47588d34a1.html.
[cited 13 Feb 2021]
4. Bandur M. ISIS sex slave survivor takes refuge in Nebraska.
-01-28T20:31:00Z. Available from: https://www.ketv.com/article/isis-sex-
slave-survivor-takes-refuge-in-nebraska/26040792 [cited 13 Feb 2021]
5. Worabo HJ, Hsueh K, Yakimo R, Worabo E, Burgess PA, Farberman SM.
Understanding refugees’ perceptions of health care in the United States. J
Nurse Pract. 2016 Jul;12(7):487–94. https://doi.org/10.1016/j.nurpra.2016.
04.014.
6. Makwarimba E, Stewart M, Simich L, Makumbe K, Shizha E, Anderson
S. Sudanese and Somali refugees in Canada: Social support needs and
preferences. Int Migr. 2013;51(5):106–19. Available from: https://onlinelibr
ary.wiley.com/doi/abs/10.1111/imig.12116.
7. Neuner F, Schauer M, Klaschik C, Karunakara U, Elbert T. A comparison of
narrative exposure therapy, supportive counseling, and psychoeducation
for treating posttraumatic stress disorder in an African refugee settle‑
ment. J Consult Clin Psychol. 2004;72(4):579–587. Available from: https://
doi.org/10.1037/0022-006X.72.4.579. [cited 17 Feb 2021]
8. Warfa N, Bhui K, Craig T, Curtis S, Mohamud S, Stansfeld S, et al. Postmigration geographical mobility, mental health and health service utilisa‑
tion among Somali refugees in the UK: A qualitative study. Health Place.
2006;12(4):503–15 Available from: https://www.sciencedirect.com/scien
ce/article/pii/S1353829205000420.
9. McKeary M, Newbold B. Barriers to care: The challenges for Canadian
refugees and their health care providers. J Refug Stud. 2010;23(4):523–45.
10. Mirza M, Luna R, Mathews B, Hasnain R, Hebert E, Niebauer A, et al. Bar‑
riers to healthcare access among refugees with disabilities and chronic
health conditions resettled in the US midwest. J Immigr Minor Health.
2014;16(4):733–42 Available from: https://www.ncbi.nlm.nih.gov/pub‑
med/24052476.
11. Morris MD, Popper ST, Rodwell TC, Brodine SK, Brouwer KC. Health‑
care barriers of refugees post-resettlement. J Community Health.
2009;34(6):529–38 Available from: https://www.ncbi.nlm.nih.gov/
pubmed/19705264.
12. Asgary R, Segar N. Barriers to health care access among refugee asylum
seekers. J Health Care Poor Underserved. 2011;22(2):506–22 Available
from: https://muse.jhu.edu/article/430668.
13. O’Donnell CA, Higgins M, Chauhan R, Mullen K. "They think we’re OK
and we know we’re not". A qualitative study of asylum seekers’ access,
knowledge and views to health care in the UK. BMC Health Serv Res.

19.
20.

21.

22.

23.

24.
25.
26.
27.
28.
29.
30.
31.
32.
33.

Rashoka et al. International Journal for Equity in Health

(2022) 21:48

Page 14 of 14

34. Ruff CC, Alexander IM, McKie C. The use of focus group methodology in
health disparities research. Nurs Outlook. 2005;53(3):134–40.
35. Tomkins L, Eatough V. Reflecting on the use of IPA with focus groups:
Pitfalls and potentials. Qual Res Psychol. 2010;7(3):244–262: https://doi.
org/10.1080/14780880903121491. [cited 11 Dec 2021]
36. Palmer M, Larkin M, Visser RD, Fadden G. Developing an interpretative
phenomenological approach to focus group data. Qual Res Psychol.
2010;7(2):99–121. https://doi.org/10.1080/14780880802513194 [cited 11
Dec 2021].
37. Love B, Vetere A, Davis P. Should interpretative phenomenological
analysis (IPA) be used with focus groups? Navigating the bumpy road of
“Iterative loops,” idiographic journeys, and “Phenomenological bridges”.
Int J Qual Methods. 2020;19:1609406920921600. https://doi.org/10.1177/
1609406920921600 [cited 13 Dec 2021].
38. Phillips E, Montague J, Archer S. Worlds within worlds: A strategy for using
interpretative phenomenological analysis with focus groups. Qual Res
Psychol. 2016;13(4):289–302. https://doi.org/10.1080/14780887.2016.
1205692 [cited 11 Dec 2021].
39. Smith JA. Reflecting on the development of interpretative phenomeno‑
logical analysis and its contribution to qualitative research in psychology.
Qual Res Psychol. 2004;1(1):39–54 Available from: https://www.tandf
online.com/doi/abs/10.1191/1478088704qp004oa [cited Dec 11, 2021].
40. Larkin M, Watts S, Clifton E. Giving voice and making sense in interpreta‑
tive phenomenological analysis. Qual Res Psychol. 2006;3(2):102–20 Avail‑
able from: https://www.tandfonline.com/doi/abs/10.1191/1478088706
qp062oa, [cited 13 Dec 2021].
41. Brocki JM, Wearden AJ. A critical evaluation of the use of interpretative
phenomenological analysis (IPA) in health psychology. Psychol Health.
2006;21(1):87–108. https://doi.org/10.1080/14768320500230185 [cited 13
Dec 2021].
42. Leask J, Hawe P, Chapman S. Focus group composition: A comparison
between natural and constructed groups. Aust N Z J Public Health.
2001;25(2):152–4 Available from: https://pubmed.ncbi.nlm.nih.gov/11357
912/ [cited 13 Dec 2021].
43. Smith JA, Osborn M. Interpretative phenomenological analysis. In: Smith
JA, editor. Qualitative psychology: A practical guide to research methods.
London: Sage; 2003. p. 51–80.
44. Carter N, Bryant-Lukosius D, DiCenso A, Blythe J, Neville AJ. The use of
triangulation in qualitative research. Oncol Nurs Forum. 2014;41(5):545–7
Available from: https://onf.ons.org/onf/41/5/use-triangulation-quali
tative-research [cited 13 Feb 2021].
45. Denzin NK. Sociological methods: A sourcebook. New York: McGraw-Hill;
1978. [cited 13 Feb 2021]
46. Creswell JW, Poth CN. Qualitative inquiry and research design: choosing
among five approaches. Sage Publications; 2016.
47. Birt L, Scott S, Cavers D, Campbell C, Walter F. Member checking: A tool to
enhance trustworthiness or merely a nod to validation? Qual Health Res.
2016;26(13):1802–11. https://doi.org/10.1177/1049732316654870 [cited
13 Dec 2021].
48. Klinger L. Occupational adaptation: perspectives of people with trau‑
matic brain injury. J Occup Sci. 2005;12(1):9–16. https://doi.org/10.1080/
14427591.2005.9686543 [cited 13 Dec 2021].
49. Schmeeckle J. Lincoln refugee health care needs assessment: Sch‑
meeckle Research Inc: Center for People in Need; 2018. p. 1.
50. Mahmoud I, Eley R, Hou X. Subjective reasons why immigrant patients
attend the emergency department. BMC Emerg Med. 2015;15(1):4 Avail‑
able from: https://www.ncbi.nlm.nih.gov/pubmed/25885860.
51. Green A, Ngo-Metzger Q, Legedza A, Massagli M, Phillips R, Iezzoni L.
Interpreter services, language concordance, and health care quality. J
Gen Intern Med. 2005;20(11):1050–6 Available from: https://www.ncbi.
nlm.nih.gov/pubmed/16307633.
52. Schenker Y, Pérez-Stable E, Nickleach D, Karliner L. Patterns of interpreter
use for hospitalized patients with limited English proficiency. J Gen Intern
Med. 2011;26(7):712–7. Available from: https://www.ncbi.nlm.nih.gov/
pubmed/21336672.
53. Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional interpreters
improve clinical care for patients with limited English proficiency? A
systematic review of the literature. Health Serv Res. 2007;42(2):727–54.
Available from: https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1475-
6773.2006.00629.x.

54. MacFarlane A, Glynn LG, Mosinkie PI, Murphy AW. Responses to language
barriers in consultations with refugees and asylum seekers: A telephone
survey of Irish general practitioners. BMC Fam Pract. 2008;9(1):68. Avail‑
able from: https://www.ncbi.nlm.nih.gov/pubmed/19102735.
55. Ngo-Metzger Q, Sorkin D, Phillips R, Greenfield S, Massagli M, Clarridge B,
et al. Providing high-quality care for limited English proficient patients:
The importance of language concordance and interpreter use. J Gen
Intern Med. 2007;22(S2):324–30. Available from: https://www.ncbi.nlm.
nih.gov/pubmed/17957419.
56. Satcher D. Overlooked and under-served: Improving the health of men of
color. Am J Public Health. 2003;93(5):63–9 Available from: https://search.
proquest.com/docview/61356858.
57. Trickett EJ. Multilevel community-based culturally situated interventions
and community impact: An ecological perspective. Am J Community Psy‑
chol. 2009;43(3–4):257–66. https://doi.org/10.1007/s10464-009-9227-y.
58. Dutta MJ. Communicating about culture and health: Theorizing
culture-centered and cultural sensitivity approaches. Commun Theory.
2007;17(3):304–28. https://doi.org/10.1111/j.1468-2885.2007.00297.x
[cited 13 Feb 2021].
59. Newman SD, Andrews JO, Magwood GS, Jenkins C, Cox MJ, Williamson
DC. Community advisory boards in community-based participatory
research: A synthesis of best processes. Prev Chronic Dis. 2011;8(3):A70
Available from: https://pubmed.ncbi.nlm.nih.gov/21477510/ [cited 17
Feb 2021].
60. Cetorelli V, Sasson I, Shabila N, Burnham G. Mortality and kidnapping esti‑
mates for the Yazidi population in the area of Mount Sinjar, Iraq, in August
2014: A retrospective household survey. PLoS Med. 2017;14(5):e1002297.
Available from: https://www.ncbi.nlm.nih.gov/pubmed/28486492.
61. Chen YYB, Tai-Wai Li A, Polun Fung K, Pui-Hing Wong J. Improving access
to mental health services for racialized immigrants, refugees, and nonstatus people living with HIV/AIDS. J Health Care Poor Underserved.
2015;26(2):505–18 Available from: https://muse.jhu.edu/article/579447.
62. Rafuse J. Multicultural medicine: "Dealing with a population you weren’t
quite prepared for". Can Med Assoc J. 1993;148(2):285 Available from:
https://pubmed.ncbi.nlm.nih.gov/8329013/.
63. Goldberg E. When coronavirus care gets lost in translation: The New York
Times; 2020. Available from: https://www.nytimes.com/2020/04/17/
health/covid-coronavirus-medical-translators.html. Retrieved December
17, 2020.
64. Verhagen I, Steunenberg B, de Wit NJ, Ros WJG. Community health
worker interventions to improve access to health care services for older
adults from ethnic minorities: A systematic review. BMC Health Serv Res.
2014;14(1):497. Available from: https://bmchealthservres.biomedcentral.
com/articles/10.1186/s12913-014-0497-1 [cited 17 Feb 2021].
65. Henderson S, Kendall E, See L. The effectiveness of culturally appropriate
interventions to manage or prevent chronic disease in culturally and
linguistically diverse communities: A systematic literature review. Health
Soc Care Community. 2011;19(3):225–49.
66. Kim K, Choi JS, Choi E, Nieman CL, Jin HJ, Lin FR, et al. Effects of com‑
munity-based health worker interventions to improve chronic disease
management and care among vulnerable populations: A systematic
review. Am J Public Health. 2016;106(4):e3–e28. Available from: https://
pubmed.ncbi.nlm.nih.gov/26890177/.
67. Viswanathan M, Kraschnewski JL, Nishikawa B, Morgan LC, Honeycutt AA,
Thieda P, et al. Outcomes and costs of community health worker inter‑
ventions: A systematic review. Med Care. 2010;48(9):792–808. Available
from: https://www.jstor.org/stable/25750559.
68. Abboud S, Chebli P, Rabelais E. The contested whiteness of Arab identity
in the United States: Implications for health disparities research. Am J
Public Health. 2019;109(11):1580–3. Available from: https://pubmed.ncbi.
nlm.nih.gov/31536397/.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

